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compared to younger patients. We consistently observed that the ability of the three scores to predict in-hospital major bleeding (according to their own definitions) was lower in the elderly. We also assessed the ability of the GRACE score to predict in-hospital major bleeding as defined by the Bleeding Academic Research Consortium definition. Interestingly, the GRACE score showed a good predictive ability for major bleeding in the elderly (AUC 0.697), slightly lower than in younger patients (AUC 0.742). The GRACE score has also shown a good predictive ability for ischemic events in very elderly patients in other series. 4 In our opinion, and as stated by Faustino et al., most of these findings may be due to the effect of age-related variables such as frailty, disability and comorbidities, which are rarely assessed in patients with ACS and may significantly hinder bleeding risk stratification in this clinical scenario. In addition, bleeding risk scores were based on populations with low representation of elderly patients, with mean ages ranging from 62 to 67 years.
However, we believe that the results from this paper are very interesting and highlight the importance of improving risk stratification in the elderly with ACS. This growing age subgroup has a high risk for both ischemic and bleeding complications. The routine assessment of age-related variables 5, 6 will probably contribute to better risk stratification and clinical management of elderly patients with ACS in the future.
